T he rehabilitation of the stomatognathic system by implantsupported prostheses aims to re-establish the function of this system, to preserve the dental structures, and to provide longevity to the treatment. Since the beginning of implant dentistry, 1 implant-supported prostheses have proven to be a highly predictable treatment for completely and partially edentulous patients. [1] [2] [3] [4] [5] However, complications affecting osseointegrated dental implants can occur in specific situations 4 and the clinician must be aware of the treatment limitations and avoid risky situations, which can lead to implant-supported prostheses failure due to biomechanical complications. 6 -9 These complications can involve loosening or fracture of the prosthetic screw, loosening or fracture of the abutment screw, and also implant fracture.
Balshi 6 reported 8 fractured implants in a total of 4045 (0.2%) during a 5-year follow-up. According to Balshi, 6 the causes for implant fracture can be divided into 3 categories: (1) defects in implant design or material, (2) nonpassive fit of the prosthetic framework, and (3) physiologic or biomechanical overload. Both the overload and the nonpassive fit can cause fracture or the frequent loosening of the prosthetic screw before implant fracture. These small complications are warning signs that cannot be ignored and should be addressed to prevent more invasive, costly, and time-consuming procedures. 6, 10 Rangert et al 7 concluded that in most situations, the fractures occur in posterior quadrants where prostheses are supported by 1 or 2 implants and most patients have a combination of cantilever and parafunctional habits, leading to bending overload. 7, 8, [11] [12] [13] In a retrospective study, Eckert et al 9 concluded that implant fractures show similar rates in the maxilla and the mandible (a reported incidence of 0.6%); implant fractures occur more frequently in partially edentulous arches (1.5%) than in completely edentulous arches (0.2%); fractures commonly involves commercially pure titanium 3.75-mm-diameter threaded implants and prosthetic or abutment screw loosening precedes implant fracture most of the time.
According to Balshi, 6 the appropriate forms of treatment for fractured implants are (1) removal of the fractured implant, replacement of the implant, and refabrication of the prosthesis; (2) modification of the existing prosthesis, leaving the fractured portion of the implant in place and, in this case, placing the implant in another site for fabrication of the overdenture; and (3) modification of the implant and connecting a new abutment with prosthesis refabrication. Refacing or smoothing the abutment-facing surface of the implant should only be attempted if a sufficient number of internal threads remain for connection of a new transmucosal abutment. 6 The aim of this case report was to analyze the causes of an implant fracture and to describe the treatment options. that her mandibular denture was loose. The patient reported that screw loosening of the abutment and gold screws had occurred a few times. Clinical examination revealed a Dolder bar with a clip attachment implant-supported overdenture with 2 implants in the region of the lateral incisors. Both implants were 13 mm in length and 3.75 mm wide. The maxilla had been restored with a conventional complete denture at the same time. The patient showed a strong muscular pattern and stated that she slept with dentures in place. The patient also described a history of parafunctional habits in the form of tooth grinding. A periapical radiograph and clinical examination revealed that the right side implant was fractured (Fig. 1) .
CLINICAL REPORT
The possible cause of the fracture was due to parafunctional habits as described by the patient. After clinical and radiographic examinations, 2 treatment options were considered: (1) attempt to retrieve the fractured implant or (2) remove the implant and replace it with a new one. After consultation with the patient, it was decided that the fractured implant should be restored. The treatment adopted consisted of modification of the fractured implant and refabrication of a portion of the prosthesis, keeping the same existing denture. Thus, the fractured implant was surgically exposed and the remaining portion was refaced with a carbide bur (Radix-Anchor Post System, Dentsply Maillefer, Tulsa, OK). This bur has a noncutting guiding tip, which can be inserted into the threaded portion of the implant. The refacing cutter is kept perpendicular to the implant axis (Fig. 2) . Copious irrigation was used to reduce heat from friction during the refacing process.
The remaining internal threads were damaged during the flattening process and needed to be retapped. These threads were then remade with a tapper screw (NEODENT Implantes Osseointegráveis, Curitiba, PR, Brazil). A longer standard abutment (7 mm in height) was used, and the screw was shortened with a carborundum disc to accommodate the fewer number of internal threads (Fig. 3) . Once the abutment was placed, the screw was tightened to 20 Ncm torque.
An abutment head impression was taken (Fig. 4) . In the laboratory, the Dolder bar previously used was sectioned and the portion of the bar to fit in the new abutment was waxed, cast, and soldered using the master cast. Once the bar was finished, the existing prosthesis could still be used. The bar was connected to the abutments (Fig.  5 ), tightened to 10 Ncm torque, and then the clip was incorporated on the prosthesis during the same session. A passive fit of the bar was observed, as well as the occlusal contacts. A final radiograph showed adaptation of the abutment to the implant head (Fig. 6) .
DISCUSSION
A few treatment options have been suggested for implant fractures. The least invasive is leaving the frac- tured portion of the implant in place, either following the patient's informed decision or when retrieval of the implant may compromise the integrity of adjacent vital structures (i.e., proximity to inferior alveolar canal or adjacent teeth). Another option is to flatten the head of the implant and make it smooth to simulate the surface of the original implant face, retapping the internal abutment screw thread and placing a longer abutment connector, followed by the necessary modifications of the prosthesis. 6 In the latter option, it should be considered with caution, because the crown-to-implant body ratio can be considerably altered, offering a more complex biomechanical challenge. In cases where the implants are replacing missing teeth, it should be used only as an emergency procedure in the transition to a more permanent solution, or the patient should be warned about the limitation of this procedure. In the presented clinical situation, this implant was used to retain an overdenture, and the rotation axis of the prosthesis is close to the soft tissue, which can minimize the crown-to-implant body ratio.
This treatment option was described by Balshi, 6 who used a specific cutter drill to reface the top of the implant. The internal abutment screw thread was retapped and placed a longer abutment connector, followed by fabrication of a new prosthesis. Warning signs that can indicate the risk (or lead to) implant fractures such as marginal bone loss and mechanical failure of the restorative components (i.e., frequent loosening and/or fracturing of prosthetic screws) cannot be ignored and should be promptly addressed to prevent more invasive, costly, and timeconsuming procedures. 6, 7, 10, 11 In spite of the low incidence, implant fractures lead to invasive and complex procedures of questionable predictability.
CONCLUSIONS
An accurate analysis of the situation and the treatment time available will guide the choice of which course of action to take in cases of implant fracture: (1) removal of the implant, (2) modification of the existing prosthesis, or (3) modification of the fractured implant. Clinical and radiographic implant support therapy for the maintenance and monitoring of implant restorations should be implemented as the only way to prevent and detect any complication in implant dentistry.
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The authors claim to have no financial interest, directly or indirectly, in any entity that is commercially related to the products mentioned in this article. Complicaciones, como aflojamiento o fractura de los componentes restaurativos de la prótesis, o incluso la fractura del implante, podría ocurrir y los profesionales odontológicos deberían tener conocimiento de las causas de estas complicaciones. Este trabajo informa sobre una situación clínica que incluye a un paciente atendido con una sobredentadura mandibular que presentó un implante fracturado dos años después de su colocación. La causa probable de la fractura del implante fue la sobrecarga biomecánica causada por hábitos parafuncionales. La cabeza del implante fue alisada para que sea lisa, recolocación del tornillo interno, instalación de un nuevo pilar (más largo) y la fabricación de la barra de la sobredentadura. Este tratamiento ahorro tiempo al paciente ya que la prótesis fue reparada en el menor tiempo posible. RESUMO: Uma fratura no implante pode ser uma das principais causas das falhas de implantes posteriores. Complicações, tais como afrouxamento ou fratura dos componentes restauradores da prótese ou mesmo fratura do implante podem ocorrer e os profissionais odontológicos devem estar conscientes das causas dessas complicações. Este artigo relata uma situação clínica envolvendo um paciente restaurado com sobredentadura mandibular que apresentava um implante fraturado dois anos após a colocação. A causa provável da fratura no implante foi devida à sobrecarga biomecânica causada por hábitos parafuncionais. A cabeça do implante foi achatada para torná-la suave, perfurando novamente o parafuso interno, instalando um novo suporte (maior) e fabricando parte da barra da sobredentadura. Este tratamento economizou tempo para o paciente pelo fato de que a prótese foi consertada no tempo mais curto possível. 
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